I
ncreasing patients' satisfaction with treatment has long been regarded as an important target in mental health care (1) (2) (3) . Some factors contributing to satisfaction among inpatients have been determined, with involuntary legal status consistently identified as a predictor of lower levels of satisfaction (4) . However, less research has focused on treatment satisfaction and related factors specifically among involuntary patients (5) (6) (7) .
Targeting involuntary patients' satisfaction is not only of clinical importance, but it is also an ethical issue, because these patients cannot discontinue their treatment, even when they are displeased with it. It might also be cost-effective, because treatment satisfaction has been associated with reduced risk of involuntary readmissions in this group (8) .
Studying involuntary patients' satisfaction might appear pointless, because they may be assumed to automatically be dissatisfied with their hospital care. However, previous research has revealed that a significant proportion of committed patients are positive overall toward their treatment (7, 9) . Factors that are associated with satisfaction in this group remain poorly understood, and there is no evidence on how the experience of coercion, particularly common among committed patients (10) , affects their evaluations. Higher levels of coercion at admission and during treatment might be associated with less treatment satisfaction. A link between clinical improvement and satisfaction has also been suggested (11, 12) . A better understanding of the reasons why some patients are more satisfied than others could inform the design of interventions to increase their satisfaction (8, 13, 14) .
In the study presented here, we aimed to assess involuntary patients' satisfaction with treatment, its changes over time, and factors influencing it. We were particularly interested in the association between patients' satisfac-Objective: This study aimed to assess involuntary inpatients' satisfaction with treatment and explore how coercion and other factors are associated with satisfaction. Methods: An observational prospective study was conducted in 67 acute wards in 22 hospitals in England. A total of 778 involuntary inpatients were recruited, and their satisfaction with treatment was assessed a week after admission and at the one-month, three-month, and one-year follow-ups. Perceived and documented coercion at admission and during hospital treatment, sociodemographic and clinical characteristics, and clinical improvement were tested as potential predictors of satisfaction. Results: Mean scores on the Client's Assessment of Treatment Scale measuring satisfaction with treatment ranged from 5.5 to 6.0 (on a scale with possible scores ranging from 0 to 10) at different time points and improved significantly from admission to the follow-ups. Patients who perceived less coercion at admission and during hospital treatment were more satisfied overall, whereas coercive measures documented in the medical records were not linked to satisfaction. Patients with more symptom improvement expressed higher levels of treatment satisfaction. Conclusions: Satisfaction with treatment among involuntary patients was associated with perceptions of coercion during admission and treatment, rather than with the documented extent of coercive measures. Interventions to reduce patients' perceived coercion might increase overall treatment satisfaction. (Psychiatric Services 61:286-292, 2010) tion and coercion, both perceived and documented in the medical records. We also explored the potential significance of clinical and sociodemographic characteristics and clinical improvement.
Methods
Design, sample, and procedure An observational prospective study on outcomes of involuntary hospitalization was conducted in 67 acute wards in 22 hospitals in England (run by eight provider organizations, that is, National Health Service Trusts), covering a geographical spread of urban and rural areas. Consecutive patients either involuntarily admitted (through sections 2, 3, or 4 of the Mental Health Act 1983 [MHA]) or voluntarily admitted whose status became involuntary within seven days of admission were recruited between July 2003 and July 2005. Section 4 allows detention for up to 72 hours, section 2 provides for assessment for up to 28 days, and section 3 allows treatment for up to six months. The detailed inclusion criteria and recruitment process have been described elsewhere (8) .
Of the 1,570 eligible patients, 778 (50%) gave written informed consent to participate in the study and were interviewed within a week after admission. Of those, 546 (70%) were followed up at one month, 473 (61%) at three months, and 396 (51%) at one year. The patients were given £7 per interview to reimburse them for their time and expenses. Data are presented elsewhere for the reasons for not participating in the study or dropping out of follow-ups and for comparisons between all eligible patients and those interviewed at baseline and followed up (8) . No substantial significant differences were found between all eligible patients and those interviewed at baseline and followed up (8) .
The study design was approved by the Multi-Centre Research Ethics Committee (reference MREC/03/0/ 96). The collection of data on age, gender, ethnicity, diagnosis, legal status, and length of stay for all eligible patients to examine the representativeness of the participating sample was approved by the Patient Information Advisory Group (reference PIAG 2-10(d)/2005).
Measures
Satisfaction with treatment during the index hospitalization was measured at baseline, one month, three months, and one year on the Client's Assessment of Treatment Scale (CAT) (15) . The scale comprises seven items on different aspects of hospital treatment ("Do you believe you are receiving the right treatment for you?" "Does your psychiatrist understand you and is he/she engaged in your treatment?" "Are relations with other staff members pleasant for you?" "Do you believe you are receiving the right medication for you?" "Do you believe the other elements of treatment are right for you?" "Do you feel respected and regarded well?" and "Has treatment been helpful for you?"). Each item is rated from 0, not at all, to 10, yes entirely; mean score of all items used), and the scale has been widely used with psychiatric inpatients (16) (17) (18) .
Various aspects of perceived and documented coercion were tested as potential predictors of satisfaction. At baseline, participants were asked to rate their perceived levels of coercion at admission on the MacArthur Perceived Coercion Scale (MPCS) (19) and the Coercion Ladder (CL) (20) . The MPCS measures five dimensions of perceived coercion-that is, control, choice, influence, freedom, and idea. Possible scores range from 0 to 5, with higher scores indicating higher levels of coercion. The CL is a visual analogue scale that has been used in conjunction with the MPCS (20, 21) and measures the degree of coercion, threats, or pressure that patients experience. Possible scores range from 1 to 10, with higher scores indicating higher coercion. At the one-month follow-up, patients reported their perceived coercion during hospital treatment (as measured by CL), and they reported whether they had experienced any coercive measures-that is, restraint, forced medication, or seclusion (0, no measures, versus 1, at least one). Information on the same coercive measures within the first month of treatment (0, no measures, versus 1, at least one) was also collected from medical records (incident forms and day-today clinical notes). Restraint was defined as staff involuntarily holding at least one of the patient's limbs; forced medication was defined as the administration of medication against the patient's will, commonly by using restraint; and seclusion was defined as the involuntary placement of a patient in a designated locked room.
The following baseline and onemonth follow-up variables were collected from medical records and were also assessed as potential predictors of satisfaction: age, gender, ethnicity (the United Kingdom census 2001 categories collapsed into two categories: white, 0, versus ethnic minority, 1), diagnosis (ICD-10 categories collapsed into three categories: schizophrenia or other psychosis, F20-F29, 1; affective disorder, F30-F39, 2; and other, 3), legal status (section 3 of the MHA, 0, versus sections 2 or 4, 1) and the documented reasons for the index admission (risk to self, risk to others, severe danger to health, inability to care for self: yes, 1, versus no, 0, for each item). In baseline interviews, participants were asked to provide information on other characteristics: housing (with place to stay, 1, versus homeless, 0), employment (yes, 1, versus no, 0), living situation (living with others, 1, versus living alone, 0), past hospitalizations (yes, 1, versus no, 2). Researchers also rated patients' severity of symptoms on the Brief Psychiatric Rating Scale (BPRS) (21) (possible scores range from 24 to 168, with higher scores indicating more severe symptoms), and they rated global functioning on the Global Assessment of Functioning (GAF) (22) (possible scores range from 1 to 100, with higher scores indicating enhanced functioning). Improvement on the BPRS and GAF were measured as the difference between baseline and one-month follow-up scores. Information on the total length of stay for the index admission was collected from medical records. associated with satisfaction were calculated. In order to check the internal consistency of the satisfaction scale in this group, Cronbach's alpha scores were calculated for all time points. The associations between the various measures of perceived coercion (MPCS and CL mean scores at baseline and at the one-month follow-up) were assessed with Pearson's r correlations, and the relationship between self-reported and documented coercive measures were assessed with chi square tests.
Statistical analysis
Two different models predicting treatment satisfaction were produced. First, potential baseline predictors of satisfaction were explored in a mixed-effect model combining satisfaction scores from all time points (baseline, one month, three months, and one year) as an outcome. To account for possible correlations among repeated measurements, a linear mixed-effect model was employed, with patients' characteristics measured at baseline and time as fixed effects and participant as a random effect (23) . Missing values for the follow-up assessments were assumed to occur at random.
Second, potential baseline and treatment-process predictors of follow-up satisfaction with treatment, measured after the first month of treatment, were explored in another mixed-effect model with combined satisfaction scores from the onemonth, three-month, and one-year follow-ups as an outcome. In this second model, baseline satisfaction scores could not be combined with the follow-up scores as an outcome, because some of the potential predictors were measured after baseline, at the one-month follow-up.
The mixed-effect model analysis for each model was performed in three steps. First, a simple mixed model with just time effect was estimated in order to estimate the crude effect of time, and pairwise comparisons were also made. In the second step, univariate mixed-model analysis was performed and variables that were found significant at p≤.10 were subsequently considered in multivariate mixed-model analysis. In the third step, variables that became nonsignificant at p=.05 in the multivariable model were excluded one by one until all the variables became significant (p<.05). As a sensitivity analysis, the final models were repeated, with controls for the effect of the provider organization and length of hospital stay. Table 1 summarizes baseline, onemonth follow-up, and treatmentprocess characteristics for all eligible patients and study participants at all time points.
Results

Satisfaction with treatment over time and internal consistency
There was a significant increase as measured by the CAT in patients' satisfaction between baseline (5.51± 2.90) and all follow-ups (5.81±2.78 at one month, 6.03±2.78 at three months, and 5.81±2.63 at one year), with the highest satisfaction reported at three months. Changes between one and three months were also statistically significant, although changes between three months and one year did not reach significance. At all time points the majority of participants reported a mean satisfaction score above 5 (N=390, 58%, at baseline; N=325, 63%, at one month; N=292, 66%, at three months, and N=235, 63%, at one year; all data were not available for all respondents). The Cronbach's alpha for total scores on this scale was .90 for baseline, .91 for one month, .92 for three months, and .90 for one year.
Mean satisfaction with specific treatment aspects ranged from 4.76± 3.83 to 6.79±3.02 at baseline, 5.02± 3.68 to 6.85±2.91 at one month, 5.57±3.61 to 6.90±2.79 at three months, and 5.28±3.49 to 6.74±2.84 at one year. At all time points participants reported the lowest scores on the item rating satisfaction with their psychiatrist and the highest scores on the item rating satisfaction with other staff.
Coercion measures
Perceived coercion ranged from 0 to 5 on the MPCS (frequencies: 6% had a total score of 0, 3% a score of 1, 4% a score of 2, 5% a score of 3, 9% a score of 4, and 73% a score of 5) and from 1 to 10 on the CL at admission (frequencies: 18% had a score of 1,
and at one month (frequencies: 25% had a score of 1, 6% a score of 2, 10% a score of 3, 7% a score of 4, 10% a score of 5, 6% a score of 6, 6% a score of 7, 9% a score of 8, 4% a score of 9, and 16% a score of 10). These measures were significantly, but weakly to moderately, correlated at all time points, with coefficients not exceeding r=.43. The chi square test between self-reported and documented coercive measures was significant (χ 2 =16.34, df=1, p<.001). Table 2 shows baseline factors that were univariately associated with treatment satisfaction (combined scores from baseline and all followups) and the final multivariable model.
Model 1
In multivariable model 1, patients who were detained on sections 2 or 4 of the MHA and those with lower perceived coercion at admission on both the MPCS and the CL were more satisfied with their treatment. Having no past hospitalization was univariately associated with higher satisfaction, but it lost significance in the multivariable model.
When the model was repeated while controlling for the effect of provider organization and length of hospital stay as a sensitivity analysis, all the above predictors except for perceived coercion on the MPCS remained significant.
Model 2
Multivariable model 2 shows baseline and treatment-process factors associated with satisfaction (Table 2 ). In the model, patients with higher levels of perceived coercion at admission and during treatment (as rated by CL) and those reporting at least one coercive measure were less satisfied at the follow-ups. Those with higher symptom improvement one month after admission (as rated by BPRS) were more satisfied. Perceived coercion at admission on the MPCS and improvement in global functioning (as rated by GAF) were univariately associated with satisfaction, but they did not remain significant in the mul- 
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Discussion
Main findings
On average, patients' ratings of satisfaction with their treatment were in the positive half (that is, a score over 5) of the full range of a scale that ranges from 0 to 10. The positive ratings were found at all time points, and there was a statistically significant, although small, increase in satisfaction within three months after admission. Between three months and a year, satisfaction scores decreased, but not significantly, and mean satisfaction at one year was still significantly higher than at admission. Patients' perceptions of coercion were consistently associated with treatment satisfaction, with those reporting less coercion overall (both at admission and during the first month of treatment) and not having experienced coercive measures (such as restraint, forced medication, and seclusion) being more satisfied. MPCS scores at admission were the only measure of perceived coercion that, although associated with overall satisfaction (model 1) and univariately associated with satisfaction at the follow-ups, were not a statistically significant predictor in the multivariable model 2 when other factors were controlled for (unlike CL scores, which remained significant). In contrast to perceived coercion, we did not find an association between coercive measures that were documented in the medical records and satisfaction.
Symptom improvement, an obvious target for treatment (along with the reduction of risk), was also associated with higher levels of satisfaction. Patients detained on section 3 of the MHA, allowing for the longest detention in the hospital and for coercive interventions when necessary, were more dissatisfied than those detained on sections 2 or 4. No baseline demographic or clinical factors were linked to patients' satisfaction with their treatment.
Strengths and limitations
This is the largest national prospective study of involuntary hospitalization to date. Although patients' views on whether their commitment was appropriate or beneficial have been sought in earlier, smaller studies, using mostly single items (7, 11, 12, 24) , satisfaction with treatment on an established scale has rarely been assessed among involuntary patients. The scale used in this study is likely to provide more reliable scores than single items and reflects a relatively wide concept of satisfaction. It captures patients' overall appraisal of their hospital treatment and their assessment of specific treatment components. Despite addressing different aspects of care, the scale has high internal consistency, and the mean score summarizes patients' personal experience and evaluation of hospital treatment. The prospective design allowed the assessment of changes in patients' evaluations over time. A wide range of baseline characteristics and admission and treatment-process factors were tested as potential predictors of satisfaction. Although only 50% of the eligible patients took part in the study, the response and attrition rates were satisfactory for this group, compared with earlier studies (8) . Comparisons between all eligible patients and those participating revealed no major differences between the groups. One might, however, speculate as to whether patients who refused to participate in interviews were less satisfied with treatment. The study also has several limitations. Because this was an observational study, no conclusions can be drawn on the causality of associations. One might argue that perceived coercion and satisfaction are not distinct concepts: they are both self-reported and might reflect patients' overall evaluations of their treatment (25) . They were, however, measured at different time points and the analysis was prospective. Illness characteristics and symptom severity might have confounded the relationship between satisfaction and perceived coercion. However, diagnosis and baseline severity of symptoms and global functioning showed no significant associations with satisfaction. Although both incident forms and day-to-day clinical notes were checked to assess documented coercion, the documentation of incidents in the records might have been inaccurate. Although a number of factors were tested as potential predictors of satisfaction, other factors that were not assessed (for example, familiarity with professionals involved in the admission and therapeutic relationships during treatment) might also be of importance. Finally, memory biases might have influenced patients' reports, especially as some participants may have been hospitalized briefly but were asked about their experience up to a year after the index admission.
Implications
The results indicate that even when treated involuntarily, patients might not hold particularly negative views regarding their treatment. As shown previously, involuntary legal status is not synonymous with overall extreme negative views of hospital treatment (5, 6, 10) . Patients' ratings of satisfaction improved significantly within three months after admission, which is also consistent with evidence from other studies (9, 26) . The satisfaction ratings in our study, however, are still relatively low in comparison to those of voluntary inpatients-for example, voluntary inpatients' mean scores on the same scale ranged between 7.33 at admission and 8.06 at discharge in five European countries (16) and between 6.77 at discharge and 6.15 three months after discharge in London (17) .
Increasing involuntary patients' satisfaction with their treatment is a challenge for inpatient services. This study identified a consistent link between perceived coercion (at admission and during treatment) and satisfaction. Although perceiving some coercion in a situation that is by definition coercive may be warranted, reducing patients' feelings of coercion might lead to higher satisfaction overall (27) (28) (29) (30) . The importance of perceived rather than documented coercion suggests that patients' feelings of coercion may depend less on the use of specific coercive measures and more on overall experiences of involuntary treatment and on the way such treatment is delivered, negotiated, and explained. These findings are in line with previous research suggesting that when patients perceive procedural justice (that is, when their opinions are heard and taken into account and treatment decisions are made in good faith and with their best interests in mind) and feel persuaded rather than forced or threatened, they feel less coerced, even under objectively coercive circumstances (10, 27, (31) (32) (33) (34) (35) . Qualitative research has also shown that involuntary patients feel aggrieved about not participating in their care and having to comply with hospital regulations, even in the absence of physical force (14) .
Another interesting finding was that MPCS scores lost significance in the multivariable model 2, although CL scores did not. Although MPCS has good psychometric properties and has been widely used in U.S. studies (19) , findings from a multicenter Nordic study indicate that acutely ill involuntary patients might find the concepts that it measures (control, choice, influence, freedom, and idea) abstract and harder to understand, whereas the CL might be more user friendly (36) .
Conclusions
Improving involuntary patients' satisfaction with treatment may require enhanced participation of patients in their care and effective communication between staff and patients, rather than only a reduction in the use of coercive measures. This may be a major challenge for inpatient services, for which ready-made solutions do not yet exist.
